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PRESIDENT"S LETTER 


It seems only last month that I was told to prepare my first message for 
the Bulletin. I’ve sent in two. Three days ago Dick Leonard air mailed me 
to send something to Fred Wertheimer for this Bulletin since it is my By 
chance before I end my term as your president. 


You will soon receive the program for our annual meeting at the Dallas 
Hotel - Saturday, November 8, in Dallas, Texas. There will be a luncheon where 
we can renew friendships and discuss experiences of the past year, with maybe 
a story or two. 


I appreciate the cooperation of the members of the committees and the 
officers. Had the conducting of the affairs of the Association been left to 
the president, I doubt that we would have a token organization remaining, to 
say nothing of the two fine sessions which we hold. 


The intelligence of the members is creditably reflected in the fact that 
they have always selected a retinue of officers and committees that wit carry 
on, no matter how the president “goofs,” 


It's a fine arrangement and I've enjoyed every minute of my association 
with the A. A. P. H. De 


I hope all of you can be with us in Dallas. We'll be looking for you. 


Good luck and best wishes. 
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A LAYMAN LOOKS AT FLUORIDATION™ 


Hugh R, Jackson** 


It is a puzzling and intriguing problem to me as to why an apparently 
safe and relatively simple and time tested technique for meeting what is 
obviously one of the major needs of all our children - improved dental health - 
should become a matter of highly charged, emotional public controversy. 


The proposal that is made by the experts and technicians who present 
fluoridation to us seems to be clear and straight forward. Certainly there 
is no question as to the nature, the magnitude, or the importance of the problem 
to be met. Each of us knows from our own experience - and doubly so if we are 
parents - the extent and nature of the problem of dental health. 


Next to the common cold, tooth decay is probably the most universal 
disease suffered by mankind. Even for those families which practice good dental 
hygiene and have funds for adequate dental care, we are confronted with an 
expensive and continuing repair and treatment expense to deal with cavities 
and decay. Great numbers of our citizens cannot afford the cost of adequate 
dental care and the simple fact is that there are not now - or in the forseeable 
future - nearly enough dentists and dental hygienists to take’ care of the dental 
needs of the community - even if we could wave a magic wand and solve the sub- 
stantial economic problem which is involved. Here in New York we spend more 
than $100,000,000 a year out of our family budgets on dental treatment. But 
despite this staggering figure, less than half of our citizens are receiving 
adequate dental care. 


Every study that has been made, including the fact that dental defects 
were the largest single cause of rejections among the first two million men 
examined for military service during World War II, corfirms our individual and 
personal experience that here is a problem involving the health of all the 
people which is of paramount importance. No one that I know of - including the 
most violent opponents of fluoridation - dispute this fact. 


Is there any answer to this dismal outlook of constantly increasing tooth 
decay as our population increases by leaps and bounds with the rising birth 
rate of the past decade? Yes, apparently there is. 


We are told by the virtually unanimous voice of the leading experts in 
our country in the fields of nutrition, dentistry, medicine, and water engineer- 
ing that by the addition of one part of fluoride per million parts of water 
in cities such as our own, where the water supply is lacking in fluorides, we 
can reduce the incidence of cavities and decay for our young children and those 
who are being born each day by over 60%. We are told by these same authorities 
and experts that this can be done with no danger whatsoever to the health of the 


* Presented at the Annual Meeting, Committee to Protect Our Children's Teeth, 
New York City, May 28, 1958. 


**President, The Better Business Bureau of New York City, Inc. 
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population or to industrial users of water. The cost of doing so is almost 
infinitesimal in comparison to our present and future bills. Here is a process 
which has been tried successfully and without damage in such large cities as 
Philadelphia, Washington, Chicago and more than 1,500 other cities and towns 
throughout the nation. 


One would think that in a matter of this sort which has been recommended 
to us after careful study by our own eminent City Board of Health, by the 
New York Academies of Medicine and Dentistry, by each of the local district 
dental societies, by each of the county medical societies, by the State Health 
Department, the U. S,. Public Health Service, by the A. M. A., by the American 
Dental Association, the American Water Works Association and a variety of 
other groups - and by eminent individual dentists, physicians and scientists 
who are experts in this field, that it would be perfectly simple for us as 
laymen to accept the virtually unanimous recommendation of those who, by their 
scientific and professional background and experience are best qualified to 
advise us on the advantages and possible disadvantages of such a plan. 


Of course if we as a community don’t want to do anything about this 
problem, or if we don't want to spend the money involved, this is our prerog- 

ative’ in a democratic society. But so far as I know, these are not the issues 
which are presented and pressed on our public officials or our citizens by the 


As far as I can see, this is actually one of the least controversial 
public issues which we have had before us in a long time in light of the over- 
whelming majority of expert scientific judgment which both states the problem 
and the efficacy and the safety of a contributing solution. And yet the 
voices of a relatively few people, including some professional men whose - 
professional reputation and standing in no way qualifies them as leaders of 
thought or advice in this field, have succeeded in creating doubts and fears 
in the public mind and have created the impression that this is a highly 
controversial issue upon which experts and technicians have a wide area of 


disagreement. 


Certainly I would not question for a moment the propriety or the right 
of any group or any individual to speak out in opposition to fluoridation or 
any other public issue - and I am prepared to support them militantly in their 
right to do so. But I am concerned about the fact that in an issue of this 
sort there should be no tampering with the truth or misrepresentation of the 
facts + and I am afraid that in their emotional zeal this has been true of 
some of the literature and some of the utterances of at least some of the 
anti-fluoridationists. 


I ama Layman insofar as the medical, dental and scientific facts are | 
concerned regarding the whole question of fluoridation and I therefore am © 
prepared to accept the opinions of the overwhelming majority of individuals 
and organizations whose experience and training qualifies them to have an 


But the field of truthfulness and accuracy - at least insofar as the 
practices and representations of the business community are concerned - 
happens to be one of my fields of expertness and competence. I am sure that 
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you will understand that I speak to you today in a purely personal capacity and 
not as the representative of the organization with which I am professionally 
associated, but when I view some of the statements of some of those who are 
opposing fluoridation I must report to you that I find them sadly lacking in 
the elements of accuracy and fair disclosure which we consider elemental in our 


economic society. 


Let me give you an example. It has long been held - not only by voluntary 
groups who are interested in business ethics - but by laweenforcement agencies 
‘with responsibilities in this field that an advertisement can be false and mis- 
leading even if every single statement in the ad is literally correct and truth- 
ful if it omits material statements of fact, or so states the facts included as 
to create a misleading impression on what the Supreme Court has called “ordinary 
and trusting minds." 


I have seen a piece of literature which has apparently been widely circulated 
by the Greater New York Committee Opposed to Fluoridation which covers a large 
part of the first page with this statement: "Unless you act promptly you'll be 
drinking water with a KNOWN CUMULATIVE POISON whether you want to or not!" 


on Now certainly this is a case of misrepresentation through incomplete. dis- 
closure if I ever saw one. Here is a statement which is literally correct but 
most obviously implies that we shall be poisoned if we fluoridate New York City’s 
water supply. The facts are, of course, that fluorine is a poison in high con- 
centration, as is ordinary table salt or the chlorine that goes in our water. 
-But in the minute dilution which would go into our water supply it most certainly 
is not poisonous, The American Dental Association has pointed out that for 
generations more than 4,000,000 Americans have been living all their lives in 
areas where the drinking water naturally contains fluorides in concentrations 

as high or higher than that recommended for dental health and that, despite 
competent and painstaking research, no one has been able to find any adverse 
physiological effect except on enamel defect in areas where the fluoride cor- 
centration is too high. As a past president of this Committee has said, to 
produce even the mildest symptoms of fluoride poisoning would demand that the 
victim swallow two and a half bathtubfuls of properly fluoridated water during 

a single day - which is still quite a mouthful for any man, woman, or child! 


Incidentally this same leaflet states that the Wayne County Medical Society 
in Detroit opposed fluoridation in a statement issued in July 1956 and quotes a 
part cof a sentence from the Medical Society's purported opposition statement. 
And yet - I have seen a letter from the Executive Secretary of the Wayne County 
Medical Society under date of April 28 of this year which states that this 
organization has consistently been on record as favoring water fluoridation, 
The Executive Secretary's letter states that this local medical group endorsed 
the report of the Detroit Department of Health recommending water fluoridation, 
subject to six safety provisos, in 1951 and that it, just recently, further 
approved the action of the AMA in December, 1957, regarding water fluoridation. 


Another publication of this same Greater New York Committee Opvosec to 
Fluoridation states that the Texas Medical Society disapproved flucridation in 
1956. And yet, here again in this case, I have seen a copy of a communication 
from the then president of the Texas Medical Association who states that while 
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the Texas group decided not to take any formal action on the subject at that 
time, the Texas Medical Association had never disapproved fluoridation of water 
and that, in fact, its Committee on Public Health had on two occasions unan- 


imously recommended its approval, 


Let me cite another instance of a type of practice which is not only dis- 
honest but which would be a distinct violation of law in this State if it were 
done in conjunction with any charitable or philanthropic appeal. I have seen 
and examined a pamphlet entitled "A Statement on the Fluoridation of Public 
Water Supplies" issued by the Medical-Dental Ad Hoc Committee on Evaluation of 
Fluoridation - an anti-fluoridationist group - which was issued on February 20, 
1957, and reprinted in January of this year, On the inside cover and the back 
page of this pamphlet are printed a list of the names of 283 professional men, 
chiefly physicians, labeled as a “partial listing" of sponsors of the state-- 
ment. Forty eight of the doctors listed in this group are from the City of 
New York. Each of these 48 doctors has been queried by letter as to his posi- 
tion on fluoridation and whether or not his name was used with permission in 


the pamphlet, 


What were the results? Twenty five of the 48 said that they were opposed 
to fluoridation and had given permission for their names to be used. Five 
more were opposed but had not given permission for their names to be used. 
Five of these doctors stated they had no opinion on the subject. Two refused 
to comment, one died in January, 1958, and seven were definitely in favor of 
fluoridation. The remaining three had not been contacted when I received 
this report. 


This is indeed a sorry record insofar as the elemental rules of honesty 
and decency are concerned. And while I have enumerated these facts to demon- 
strate the inaccuracies of some of the anti-fluoridationists I cannot help but 
be reminded that while 30 of the 48 doctors listed are apparently firm in. 
their opposition to fluoridation, there are more than 3,000 physicians and 
dentists in New York City who are actively supporting the positions of the 
five county medical societies and the three district dental societies favoring 
fluoridation by requesting literature and information to give to thelr 
patients. 


One further example of what I would clearly label in my business as false 
and misleading advertising may well be cited. I held in my hand a rather 
gruesome photograph of some pretty terrible looking teeth which, I am informed, 
was widely circulated in New Canaan, Connecticut, just a few weeks ago under 

the caption, "New Canaan's Children can have teeth like these!" One of these 
sadly mottled mouths is labeled “mild dental fluorosis" and the other "moderate 
dental fluorosis." They are identified on the sheet as official United States 
Public Health Service illustrations of mottled teeth and the copy goes on to 

say that "Teeth like these and worse have been found by the U. S. Public Health 
Service where there is LESS than 1 pep.m. per million of fluoride in the water." 


It so happens that the photograph of the case of alleged “moderate dental 
fluorosis" has been identified by the man who took the picture, ‘Dr. Frederick 
McKay, and it did appear in a U. S. Public Health Service pamphlet in 1930. 
But the picture also happens to be one which was taken in Bauxite, Arkansas, 
where the water supply was found to contain 14 parts of fluoride per million 


‘ 
5 
¥ 
4 
— 
4 


6. 


instead of the proposed 1 part per million in our city. There certainly can be 
no doubt about the fact that this particular piece of literature was a deliberate 
dishonest attempt to confuse, deceive and mislead the citizens of New Canaan, 


_ I have cited these illustrations of misstatement and untruth on the part 
of some anti-fluoridationists because I believe that the cause of truth in all 
public affairs demands that we call a spade a spade and not play loosely with 
the facts distributed to the public in any important public issue. 


Let me make it as clear as I know how that I am not charging all those 
who oppose fluoridation with deliberately conspiring to deceive or lie to the 
public. I know that there are some people who have sincere and serious questions, 
doubts and fears about this subject. I know that there are some few others who 
oppose it on religious grounds. I know that there are still others who act in 

all good conscience but who have been misled into thinking that this proposal 
represents some hidden menace from either the communists or the big business 
interests that want to sell fluoride - though I don’t quite see how it could be 
both at the same time! And I know that there are some other people who oppose 

it for fear of any health change - just as they or their counterparts opposed 
smallpox vaccination, pasteurization or the Salk vaccine. 


‘Given - as we are - the almost unanimous endorsement on the one hand of 
virtually every professional and scientific organization which has a basis for 
informed opinion on the subject, and given - on the other hand - the opposition 
of a comparatively insignificant group of professional opponents who have, on 
more than one occasion played loosely with the facts, I would think that the: 
choice should be pretty simple for most of us - a resounding aye for fluoridation. 


But in this society of ours, thank God, we respect the right of free dis- 
cussion and free debate and our ultimate goals in public policy are achieved 
primarily by developing a wide understanding and acceptance of the true facts 
of any issue. It is certainly vexing and annoying that we should find ourselves 
hung up and temporarily ham strung on a matter of public policy which seems so 
relatively simple and clear cut as this one by an opposition which is numerically 
so small and which offers so little of substance and reality in its platform 

of opposition. But I am sure that you need have no real cause for discouragement 
or doubts as to the ultimate result. With the continued enthusiasm, vigor and 
activity of your Committee in the process of educating our citizens and our public 
officials the truth will be known - and the truth shall make us free. 


Committee to Protect Our Children's Teeth 
105 East 22nd Street 

New York, N. Y. 

CIrcle 6-9780 


FOR IMMEDIATE RELEASE 


Hugh R. Jackson, president of the National Social Welfare Assembly, has 
endorsed water fluoridation as "actually one of the least controversial issues 
to come before the public in some time." 


_ ° Mr. Jackson, who is also vice-president of the Advertising Club of New. 
York, president of the Better Business Bureau of New York City, and a director 
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of United: Community Funds and Councils of America, spoke before the annual 
meeting of the Committee to Protect Our Children’s Teeth, held on May 28th, 
at the Women's City Club, 277 Park Ave., New York.. 


He charged some opponents of the measure with “tampering with the truth 
and facts” to create public ant fears. 


He said the effect of waver preventing about 60% 
judgment." 


endorsement of» a wide range of state 
and local scientific organizations, including the American Medical Association 
and the American Dental Association, Mr. Jackson expressed the opinign. that. 

it should be "perfectly simple*® for laymen "to accept the virtually unanimous 
approval of those who through their scientific and professional background 
and experience are best to atries: us the and 
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"Yet the ‘voices of a seletinely few: entelies including some whose profes- 
Sional reputation and standing in no way qualify them as leaders of thought. 
or advice in this field, have succeeded in creating doubts and fears in the 
public mind and have created the impression that this is a highly controversial 
issue," he added. 


He said that some people “have sincere and serious questions on this © 
subject," but he cited examples of methods employed by some anti-fluoridation- 
ist groups such as "misrepresenting through incomplete disclosure, #; "false 
use of endorser’s names" and: /’false and misleading edvertising.", 


The Committee te Protect Our Children's Teeth is a citizens organization, 

under the chairmanship of Dr. Benjamin Spock, for the purpose of atinintind out 
a public information campaign on water fluoridation. 
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PRE-PAYMENT DENTAL CARE PLANS IN SOUTHEASTERN UNITED STATES” 


A. H. Trithart, D. De Se, Me Pe Hn.” 


P The Program Committee of the Dental Section of the Southern Branch of the 
APHA has asked me to present a paper on the subject of “Prepayment Dental Care 
Plans in Southeastern United States; What Has Been Done, What Comes Next." 

The committee suggested I present this paper from a dental public health stand- 
point rather than from the standpoint of the consumer, practicing dentist, or 
insurance industry. [I am thankful for the limitation of scope, since the 
ramifications of pre-payment health insurance to each of these groups is 
tremendous and volumes have and probably will be said and written about its 
significance to each group. 


As an introduction to a discussion of pre-payment dental care plans in 
Southeastern United States I would like to speak briefly about pre-payment 
health insurance in general, then pre-payment dental care plans currently in 
operation throughout the United States, finally pre-payment plans in South- 
eastern United States, and lastly the role of dental public health in the 
Southern Branch A P HA in this rather new area of pre-payment dental care 
programs. 


Health Insurance In General 


First, in the area of pre-payment health insurance in general, I think we 
can safely say it is here to stay, There was a time a few years ago, when 
doubt existed as to whether the government or the insurance industry would have 
the primary responsibility of providing health insurance for the American people. 
For the time being at least, most of this responsibility or opportunity is vested 
in commercial insurance companies, with the government meen egite an interested but 
secondary role. What the future may hold is almost anyone's guess. 


That voluntary health insurance is big business there can be no doubt. A 
look at a few statistics concerning the growth and horizontal coverage of health 
insurance gives us some inkling as to the magnitude of this enterprise. 


Thirty years ago abcut one per cent of the population had some kind of pre- 
paid health insurance; today about two thirds of the population has at least a 
little health insurance of some kind. It is estimated that about 116,000,000 
Americans are covered by some type of health insurance written by the government 
or the more than 700 commercial companies writing such insurance, and the cover- 
age is growing vertically as well as horizontally, with the inclusion of cata- 
strophic illness, and major medical expense benefits being offered to the 
insurance consumer. In fact major medical expense insurance is the newest, most 


* Presented before the Dental Section, Southern Branch A.P.H.A. Annual Meeting 
May 7, 1958, in Little Rock, Arkansas. 


**Formerly Pr. Dental Officer, Tennessee Dept. of Public Health; presently, 
State Dental Director, Montana State Department of Health. 
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highly publicized, and fastest growing branch of insurance in America today. 


The medical, hospital, and drug bill of the American people amounts to 
about 16 billion dollars annually with about half of this amount coming from 

group prepayments. Of this eight billion of pre-payment insurance, about five 
billion dollars comes from taxation and three billion from commercial insurance 


companies, 


I think we can readily see that the growth of pre-paid medical care plans 
has been phenomenal, and although professional forces have played a significant 
role, the major role has been that of economic, social and political forces. 
Why is the principle of group payment or pre-payment or whatever you choose to 
call it so widely accepted among our people? Well, the whole principle of 
group payment as contrasted with individual payment is based on the fact that 
medical and hospital bills are paid by well people instead of sick people. The 
well people are organized so they function financially as a group -- and 
apparently they prefer it that way. And this concern for the financial costs 
of medical care may be reflected in the fact that during the last few years 

the fastest growing type of health insurance has been the commercial or cash 
indemnity type of policy. This apparent preference for cash or indemnity type 
of insurance is basic to the underlying philosophy of health and accident 
insurance companies. This philosophy of insurance companies was clearly stated 
in the industries memorandum submitted to Senator Lehman's Committee in which 
it stated "Improved health is not a direct aim of health insurance.” Improved 
health may result, but the essential objective is financial protection against 
certain illnesses.“ The report adds that the area of prevention lies in the 
field of medicine and not insurance. 


Perhaps, this is the key to wide acceptance of voluntary health insurance 
and an explanation for its phenomenal growth. People are not unhappy with the 
medical care they are receiving, but they are seeking a more convenient way to 
pay for these medical services. 


Pre-Payment Dental Care Plans 


If dentistry and dental public health feel they are neophytes in the 
field of pre-payment plans it is readily understandable, because they are. 

Group medical care plans have been in existence for about thirty years, while 
pre-paid dental plans were barely in the discussion stage five years ago. 

There is an explanation for this apparent slowness in the development of pre- 
paid dental plans. For years doubts existed about the salability of dental 
health insurance as well as the applicability of insurance principles in the 
field of dental health. Since neither dentistry nor dental public health are 
experts at the principles of insurance or salesmanship of insurance it is under- 
sStandable that they should wait for some assistance from the insurance industry. 
In recent years the insurance industry as well as trade and labor unions have 
shown an interest in pre-paid dental plans. 


Concerning the doubts of dental pre-paid plans the doubt of salesability 
has been pretty well dispelled by the West Coast dental care program for 
children. Prepaid dental insurance is salable. 
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Information necessary for actuarial predictions of dental care needs for 
children have been available for years, and Pelton and others have made compre- 
hensive studies on the predictability of dental care needs of adults. These 
studies indicate actuarial predictions can be made for dental needs of adults 
and that premiums for dental health insurance can be established. The Richmond- 
Woonsocket programs have provided similar information for children. 


Among the first and better known indemnity dental plans are the West Coast 
programs in operation in California, Washington, and Oregon. These programs 
are primarily for children. Two closed panel dental groups for adults are in 
operation in New York City and Washington, D. C. These programs have been more 
than pre-paid dental care program - they have been laboratories for determining 
the feasibility of organizing similar programs in other areas of the United 
States. 


Dental Prepayment Plans in Southeastern United States 


Progress in the organization of pre-payment dental care plans in Southeastern 
United States has been slow and tentative, but interest is increasing among both 
insurance companies and the dental profession. It is difficult to know how many 
local and state dental societies have included the subject of pre-paid dental 
insurance on programs of their meetings, but it is considerable and it is 
increasing. 


In an effort to determine what was being done or planned in the area of 
pre-paid dental insurance in the Southeast, letters were written to the sixteen 
State Dental Directors of the Southern Branch, and they were asked, “what if 
anything was being done or planned in their state?." 


Replies were received from twelve of the sixteen states, and I would like to 
briefly summarize the developments by states as described in these twelve replies. 


Alabama - The Southern Dental Insurance Company has been organized in Birmingham 
and has received approval of their plan from the State Insurance Commissioner. 
The company is now in the process of selling stock in the company, and the stock 
is being offered first to Alabama dentists. 


The general plan is that the insurance will be sold to groups of employees. 
The employees will have a choice of purchasing the insurance for themselves 
alone or they may elect to secure family coverage. Fees will be collected as 
pay roll deductions and each employer will send a single monthly check to the 
insurance company to cover his employees. The benefits are limited to a certain 
number of specific services an individual may obtain during a single year. Policy 
holders may receive these services from any dentist. The dentist may charge 
whatever he wishes for his services, but the policy holder will be allowed a fixed 
amount for each type of operation. 


Arkansas - No program, no plans. 


Florida - Florida reportedly has a type of prepayment dental care program operating 
in Ybor City for some of the Spanish membership clubs. An effort to find out more 
about this program was unsuccessful, 
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. Georgia - Several years ago the Georgia Dental Association's Council on Dental 
Health and the Executive Council approved a project to be conducted by the 
State Health Department in the establishment of a pre-payment dental care 
program for the child population. This project was intended to be used as a. 
pilot study in one or two communities to determine the practicability of insur- 
ing against dental caries of the permanent teeth only. The dentists of Georgia 
felt that a plan should be started with a limited program of this type and 
additional services may be added if the first venture was successful. It is 
intended that within the next year this program will be in operation. 


I might mention that a great deal of time and thought have gore into this 
program as outlined by the Dental Public Health Services of the Georgia State 
Health Department. 


Louisiana - Nothing has been done to date, but the Council on Dental Health of 
the State Dental Association is reorganizing and prepayment dental care plans 
are being considered for the Lake Charles, Baton Rouge, and New Orleans area. 


Mississippi - No program; no plans. 


Missouri - No program; no plans, 


North Carolina - There are no prepayment plans in operation but appropriate 
committees have been appointed by the State Dental Association, and the subject 
is to be included on the program of the State Association meeting in May. 


South Carolina - No program; no plans. 


Tennessee - 


A Council on Insurance has been created by the Tennessee State Dental 
Association, and this Council along with the Executive Secretary and Attorney 
of the Association have worked with Peoples Protective Life Insurance Company 
of Jackson, Tennessee, to draw up a deductible type dental insurance policy. 


This dental insurance policy is presently being written and issued in 
Tennessee, Kentucky, and Mississippi. In general this policy provides for a 
deductible of $2.50 per dental visit and is designed to pay about 80% of the 
average dental cost over and above this deduction. The monthly premium for 

the policy is $1.75 for children and $2.75 for adults plus a small registration 
fee. There is a fee schedule of various dental operations and a waiting period 
of from threemcnths for a simple extraction to twenty-five months for fixed 
bridgework. 


This is the only type of dental insurance presently being written and 
issued by a Commercial company in Southeastern United States. 


Texas - It is reported that a cooperative dental program was once operated in 
Amherst, Texas, under the name of the South Plains Cooperative Hospital 
Association, but the program was discontinued about 18 months ago. 
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Virginia - It is reported that a prepayment dental plan exists in Richmond, 
‘Virginia, An attempt to learn more about the Richmond program was unsuccessful. 


This completes a brief and somewhat superficial review of some of the plans 
and programs that exist and are planned in Southeastern United States. It is 
‘possible, even probable, that other plans exist but it was impossible to oa 
about them. 


It may seem that progress has been slow and halting in the area of prepaid 
dental insurance, but I think we can safely say that progress has been made, 
and probably the most progress has been made where this endeavor has been a joint 
adventure of dental public health, organized dentistry and the insurance industry. 


Role of Dental Public Health in Prepaid Insurance Programs 


In order to meet their responsibilities in developing dental plans it is ‘ 
necessary for dental public health personnel to take a real professional interest 4 
in the problems and issues that arise in such a program. 


Many of the problems and issues are those which dental public health has 
been dealing with for years. The whole concept of prepayment is based on 
adequate correction of initial defects followed by regular and systematic seintenancel 
requirements. The problem here is creating a demand for that which has been pur- 


chased, and it is in this area that some of the insurance companies base their é 

actuarial predictions. They do not expect the insured to seek the dental atten- ‘i 

tion they have paid for. In this area of promoting early and frequent dental a 

attention who has more to offer than dental public health? ae 1 ; 
In establishing actuarial predictions of dental needs, particularly in a 1c 


child population, who is better able to obtain or supply the appr informa- 
tion than dental pubite health, 


Any type of prepayment dental plan is going to require organization and 3 
administration. Not that dental public health will organize or administrate the 
program by itself, but who is better able to make a real contribution to the 
discussions and decisions relating to dental prepayment plans? 


‘These are only a few of the contributions that dental public health can 
make to the growth of prepayment dental plans. Many of you can think of many 
more. 


While dental prepayment plans are: cather new, and everyorie seems to be a 
little unsure of himself concerning his role in this development, it is probable 
that dental public health has more experience in its role than either organized 
dentistry, the insurance industry, or the public to be insured. 
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THE CARE OF THE CHRONICALLY ILL” 


Henry Eisenberg, M. a 


The care of the chronically ill is a very important and enormous problem, 
and-has recently been covered extensively by the publications of the Commission 
on Chronic Illness. There have been numerous articles throughout the last 
several years but none of them can really cover the sub ject fully, nor do we 
expect to do so today. 

The problem concerns not only the medical profession but by all means the 
dental profession, and should be brought to the attention of these professions 
as quickly as poueeees oe as extensively as can be done. 

In the present dracennten, the following items will be covered: 

1. Definitions 


2. Statistics, particularly prevalence rates of chronic disease 
to show the extent of the problem. 


* 3. Question as to where long-term patients are found. 
4. What are their needs? 


5. A question will be posed as to whether those needs are being met 
today, ons where. 


6. In the ik. a question as to whose responsibility the long-term 
patient is. 


7. The last will be planning concerning financial and other problems 
that still need to be worked out completely. 


Definitions 


A great number of the definitions to be explained at this time have been 
taken from publications of the Commission on Chronic Illness, an independent 
national agency and established by the cooperation of the American Medical 
Association, American Hospital Association and several other associations. 


First, then, what is "Chronic Disease"? ‘Chronic Disease comprises all 
impairments or deviations from normal which have one or more of the following 
characteristics: they are permanent; leave residual disability; are caused by 
non-reversible pathological alteration; require a long period of supervision, 
observation or care." 


* Presented at Biennial Conference of State Dental Directors of U. S. Public 
Health Service Regions I, II and III in New York City, April 1958. 


** Public Health Internist, Connecticut State Department of Health. 
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The next definition is that of the patient with a long-term illness. 
“Long-term illness patients include only those persons suffering from chronic 
disease or impairment who require a continuous or prolonged period of care; 
that is, who are likely to need or will have received care for a continuous 
period of at least thirty days in a general hospital; or care for a continuous 
period of more than three months in another institution or a home, such care to 
include medical supervision and/or assistance in achieving a higher level of 
self care and independence.” I wish to make a point at this time that we are 
going to continue to use the term “long-term patients” or “patients with pro- 
longed illness" rather than “chronic disease patients." Doctor Blustone, the 
director of the Montefiore Hospital, used to mention that it sounded terrible 
to a non-medical person to speak about a patient who is ‘'chronic, unproductive, 
maybe even incurable, an endless drain on society, and in fact, in the way.” 


The next and last definition is the term "care."’ This can be divided into 
skilled care; that is, the care being given by trained personnel, particularly 
nurses. Then you can call care, personal care or the care that can be given by 
the people not necessarily trained in it, like helping to walk and getting in 
and out of bed, and care that is being given a great deal in nursing homes 
without necessarily having a trained person around. The next is sheltered care, 
of which you can find examples in boarding homes. 


On the other hand, there are others who like to divide care into medical 
care, psychological care, and dental care. 


It seems to be impossible at this time to list all the diseases that fall 
under the term "chronic diseases." It is not too difficult to keep in mind 
the definition of chronic disease, and one will always find the definition 
useful in applying it to disease entities being discussed today, Concerning 
the dentist, a great number of chronic diseases have been found in their 
patients; for example, cerebral palsy, paraplegics, mentally retarded, cardiacs, 
cleft lips and cleft palates. 


Where do we find patients with long-term illness and what kind of care 
are they getting today is the next question we should ask. 


We find them in long-term hospitals; that is, mental, tuberculosis, and 
chronic disease hospitals. We find them in homes and schools, in institutions 
that keep physically handicapped people. We find them in nursing homes and 
homes for the aged. But we also find them in another group that includes the 
“home group." By home group is meant those who stay in their own homes, in 
the homes of relatives, in foster homes or even in short-term general hospitals. 
Chronic disease patients or patients with long-term illnesses will usually be 
found when they are young in institutions, when they are older more likely in 
homes, 


‘What kind of care are these long-term patients gctting? 


Whenever they are in institutions, their care is good and is steadily 
being improved. As for dental care, most larger institutions have dental 
equipment available to take care of their institutionalized patients. However, 
it seems quite well known that the dental care being given to patients at home 
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or the general home group has been very poorly developed, is almost non-existent. 
Even in the new approach to rehabilitation of patients with long-term illnesses 
by home care programs, of which there are at least 75 in existence'in the United 
States, hardly any have included care for the dental needs of these patients on 


non-ambulatory basis.. 


Statistics 


Statistics might give us the answer to the extent of the problem of the 
chronically ill and the care of the patient. In 1950, the number of persons 
with long-term illness was estimated to be approximately 28 million. However, 
about 23 million were sick with impairments resulting from chronic disease, 
injury, or congenital abnormalities which are minor or non-edisabling. The 
estimated number of persons with long-term disabling chronic disease or impaire- 
ment in 1950 was 5.3 million. This was about 3.5 per cent of the total popula- 
tion with a disabling, long-term, chronic disease or impairment. It has been 
estimated that these figures will increase and will have reached in 1960, 

6.4 million and in 1970, 7.4 million, It is interesting to note that the dif- 
ference between ten years, 1950 to 1960, is almost 21 per cent. 


What is included in the 5.3 million people estimated to be in the group 
of disabling disease or impairments in 1950? 


Over 2 million were over 65 years of age, 1.8 million were between 45 and 
64 years of age and only 1,400,000, that is — 27 per cent were under the 
age of 45, including children, 


Where do we find these patients? 


a 

Among the 5.3 million people disabled, there are at least 1 million in 
long-term hospitals and institutions, However, of the remaining 4 million, 
almost 80 per cent live in what we would like to call a'‘home.” This group 
includes persons in their own homes, in homes of relatives, foster homes and 
short-term general hospitals. However, this does not imply at all that these 
patients are all bed-ridden. There is no estimate available at this time that 
tells us exactly how many of our patients are bedridden in either institutions, 
chronic disease hospitals, nursing homes and their own homes combined. It > 
might be of: great importance to find this number because this will help us to 
seamen the number of cases that should be seen by the dentist. 


“Of ‘great importance is the estimate of figures concerning the non-ambula- 
tory patients. The figures to be quoted right now have been made from surveys 
and seem to be quite accurate. The number of patients in nursing homes in 

1950 was supposed to be over 255,000. This number is supposed to have 
increased and is expected to be over 400,000 in 1960 and over 500,000 in 

1970. General beds being used by chronic disease or long-term illness patients 
has been variously estimated as being between forty-five to erage thousand in 


one year. 


What are the needs of the ‘long-term patient? 
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These needs are very complex, and variable, and have been listed by the 
Commission on the Chronically I11 to amount to at least 30, To enumerate them 
at this time would be impossible, suffice it to say that they range from 
medical care to psychiatric care to psychological care to rehabilitation, any 
kind of therapy and counseling service, including visitors or friends. This 
of course includes dental care and dental treatment, 


Provisions will have to be made when the need arises for the services that 
have been listed. Such services should also be available to non-ambulatory 
patients whether they be in a hospital, an institution or any type of a home. 
Today, medical care may be considered to be of importance, tomorrow it might 
be psychological care, to increase the patient's morale, to make him want to go 
on and live. This is one way of thinking that includes dental care. As far 
as other cares are concerned some of them are still being investigated. In 
Connecticut, at present, we are engaged in a very interesting study in one of 
our count’ 2egehe Reeds of patients with cerebrovascular accident. We are 
interested in the medical needs and how they are being met. At the same time, 
of course, we are extremely interested in the paramedical needs. 


What are they and what is their extent, are they available, what is 
needed to meet the needs? 


No definite answer to these questions is as yet available. 


Home Care Services 


In regerd to home care services a new concept has been introduced. The 
nurses working in the V.N.A.‘'s throughout the country will tell you that this 
is not a new idea. That they have been doing this for many years. They are 
absolutely correct. What is new is the organization of home care programs. 

In most, medical care is continued at home, particularly when such home care 
programs are hospital based. Rehabilitation is being given and a great number 
of the listed needs are being increasingly met by services arising out of the 
community. It is of importance that the private physician continues to fulfill 
the needs of his long-term illness patients regardless of where they are. 

There are several different types of home care programs. The Montefiore 
Hospital is an example of the hospital based home care program. In Connecticut 
there are two others, one is VNA based, that is the Visiting Nurse Association 
in New Haven is in charge of the program. Another one is in Hartford where 

the Community Council in cooperation with the Health Department is running the 


home care program. 


The medical profession has been increasingly aware of the fact that good 
services can be and ought to be given to patients who do not need prolonged 
hospitalization and are at home or do better at home where care can be made 
less expensive. This does not seem to have as yet been realized by the dental 
profession in the same fashion. Both professions, that is the medical and 
dental profession, need further education in this direction. 


In the not too distant past the responsibility for the long-term patients, 
especially those of the older age group, used to be carried a great deal by 
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religious and fraternal organizations and so-called charitable groups and local 
governments. This produced the so-called city, county and charity homes. We 
see then that the responsibility was carried a great deal by charity or govern- 
ment, Now as to the present, everybody seems to realize that a great deal of 
the burden will have to be carried by the federal government. There seems to 
be some responsibility in state as well as local governments, and this responsi- 
bility continues into the community. When the community begins to organize, as 
has been done in various places, such responsibility is-carried by the red 
feather agencies or other voluntary health agencies combined with official 
agencies, producing some very good programs for the care of the chronically ill. 


As for the planning for the future, a great number of problems of. long-term 
patients still have to be met. These problems definitely include dental care. 
No organization should have meetings, no committee should be organized without a 
dentist being present to plan for the direction of dental care for the chronically 
ill patient wherever he may be. 


In summarizing, we understand that the chronically ill or long-term patient 
is the one who has been ill for more than a certain period of time and is either 
' ambulatory or noneambulatory. We know that the percentage is at least 3% to 4 
per cent of the total population of the United States that suffer from a disabling 
long-term chronic disease and impairment. Most of our patients are found “at 
home"; that is, in nursing homes, chronic disease homes, old age homes or foster 
homes or the patient's own home. We know what type of care is being given to 
them and what the needs are for those patients. We are also cognizant of the 
fact that a great number of needs and services are lacking, particularly for non- 
ambulatory patients not confined to institutions but rather to their homes. We 
know some of the needs have been met by institutions and by home care programs, 
but are fully aware that not all services are as yet available to home bound 
patients. We realize that this responsibility will have to be spread over a 
very large group, from federal to state, to local governments to organizations 
in the community. We also realize that in future planning the dentist will have 
to be included. In summarizing, the following points have to be stressed: 


Let us strive to integrate the care of the chrcénically ill with 
. general medical care and dental care; 


2. Incorporate rehabilitation in all phases of care; 


3. Increase the trained personnel; 


4. ‘Carry on a vigorous program to accelerate the change in attitudes 
toward long-term illness, to develop in every community and at 
‘State and national levels, ways to coordinate facilities and services. 


In general, then, the needs in the care of the long-term patient or the 
care of the chronically ill patient are only partially being met today and 

: further progress will have to be made, especially in the case of the non- 

ambulatory patient. This includes dental care. These also are recommendations 

made by the Commission on Chronic Illness. 


‘This in turn, I believe, will bring us nearer to a solution to some of . 
the problems that still await us in the care of the chronically ill. Suffice it 
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“to say that a lot of planning still needs to be done on the federal, state and 
local level, and that in any planning, in any integration of facilities, in 

any financing, as a matter of fact in any survey, the dentist and his program 
will have to be included. Just as much as dentistry is part of the community 
problem today, it should be a part of the chronic disease program. 


REPORT OF DENTAL FINDINGS OF SEVENTH DAY ADVENTIST STUDENTS 


AS COMPARED TO COMPARABLE STUDENTS IN OTHER SCHOOLS 


Robert A. Downs, D.D.S., M.S.P.H. 
Muriel M. Dunn, R.D.H. 
Eleanor L. Richie, M.A. 


In November 1956 a study of the dental effects of five years of fluorida- 
tion vas conducted in Grand Junction, Colorado. As a part of the study the 
dental conditions of the pupils in the various schools of the city were com- 
pared in both the public and parochial schools. Parochial schools included 
schools of the following denominations: Catholic, Lutheran, and Seventh Day 
Adventist. Only pupils having a history of consuming Grand Junction city water 
all their lives were included in this study. ’ 


The students’ dertal caries rate was found to be similar for all the Grand 
Junction schools with the exception of a statistically lower decay rate found 


in the students attending the Seventh Day Adventist school. ' 


Although the size of the group in the Seventh Day Adventist church school 
was small the teeth showed not only a lowered DMF rate, (3.01, compared to 
rates rangirg from 3.75 to 8,09) but also 31% of the children had no tooth 
defects while children in the other ten schools ranged from 21% to 8% with no 
dental defects, 


In an effort to determine the reason for this lower dental caries rate in 
this one particular group, we were told by members of the Seventh Day Adventist 
Church of the health and dietary principles they advocate. These principles 
included a continuing dental health educational campaign emphasizing the elim- 
ination of refined carbohydrates in their diet and the discouragement of snack- 
ing in between meals. It was thought that this might be a contributing factor 
to the difference in tooth decay in the Seventh Day Adventist children. Con- 
sequently, it was decided to try to determine if this lower dental caries 
attack rate was true in another area of the state. A dental inspection was 
conducted in four Denver parochial schools in January of 1958. The schools 
were all located in south Denver and represented three different religious 


as : 
rm 
- a é | 
ally | 

nt 

er | 

ly 
| 

e 


20. 


denominations. Only children who had lived continuously in Denver and had con- 
sumed the city water were chosen from the parochial schools. 


. The number of children available, after the factor of a similar water 
supply was eliminated, is as follows: In the Seventh Day Adventist school the 
numbers examined are: 


23, which is 29% of the total 
number examined 


6, 7, & 8-year olds 


27, which is 34% of the total 
number examined 


9, 10, & lleyear olds 


12, 13, & 14-year olds - 18, which is 23% of the total 
number examined 


15 & 16-year olds - 12, which is 15% of the total 
number examined 


Eighty children was the total number of continuous residents examined in the 
Seventh Day Adventist School. 


In the other parochial schools combined the numbers examined are: 


6, 7, & 8-year olds - 146, which is 29% of the total 
_nmumber examined 


which is 37% of the total 


9, 10, & ll-year olds 
number examined 


which is 25% of the total 
number examined 


12, 13, & 14-year olds 


15 & 16-year olds - 53, which is 10% of the total | 
number examined 


The total number of continuous residents examined 


in this group of 
parochial children was 531. 


The number of continuous residents examined in the Seventh Day Adventist 
school, in the various age groups, is insufficient to provide the basis of 

Statistically reliable averages. In the combined parochial school group the 
number of children examined more nearly approaches a reasonable sample. 


The observed rates remain interesting as comparisons which again indicate 
the important relationship between the diet and DMF rates. 


The dental caries rates are consistently lower in the Seventh Day Adventist 
school group than in the other school groups. 


We would urge that a similar study be conducted in an area where a larger 
number of children of Seventh Day Adventist faith are available to oonfixe : 
these findings. 
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TéBLE - Comparison of Dental Findings of Seventh Day Adventist and Other Schools 
January 1958 


8S. 
BS PERMANENT TEETH PRIMARY TEETH 
: Number % of Total No. DMF D&F . D&F D&F D&F 
SCHOOL Examined Examined Teeth Teeth Surfaces . Teeth Surfaces 


Seventh 
Day 6, 7, 8 23 5.26 
Adventist 
9, 10, & ll 1.41 3.63 


12, 13, & 14 2.00 


15 & 16 


Other 6,7, &8 

Schools 

Combined 9, 10, & 1l 
12, 13, & 14 


15 & 16 
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PRACTICING YOUR DENTAL HEALTH TEACHINGS IN 1958 


Wm. A. Jordan, D.D.S., M.P.H.* 
Joe G. Neal, B.S., MA.* 
S. E. Valento, D.D.S.* 


Good health, good dental health is an individual responsibility to be 
maintained by good health practices. There are, however, times when the in- 
dividual cannot assume that responsibility, such as the small child. Here the 
parents must be the guiding influence with the help of the school and community. 


The school plays a very important role in the molding of our children into 
future healthy alert citizens of our community. The school has a responsibility 
in accordance to their own objectives, to provide factual health teachings, to 
provide proper health facilities and good environmental conditions as well as 
the opportunities to practice the health measures taught in school. The educa- 
tors place health as one of their primary objectives. In this sense the school 
should be a guiding example in healthful living to the student and the community. 


Nine years ago the authors of this paper made this statement: “Every 
teacher knows that 'the child learns by doing.* He learns most effectively and 
permanently when what is told him by parents and teachers is reinforced by the 
actual day-by-day practices that parents and teachers encourage. Conversely, 
effective learning is greatly hampered, if not entirely nullified, when what 
teachers and parents say is not backed up by what they do and what they encourage 
or permit the child to do.” Today, nine years later, this statement can again 
be repeated and repeated. 


74 


Dental caries, tooth decay, is an universal disease affecting 98 per cent 
of the population. It is costing the nation large sums of money, much of which 
could be saved if the individual, the family and the community would only 
accept their responsibility of providing and practicing good dental health 
preventive measures, 


Tooth decay is increasing in Minnesota at the rate of about 7 per cent 
each 10 years.” Minnesota has a ratio of one dentist to every 1364 people, 
second best in the United States. Available records indicate that approximately 
50 per cent of the dental needs of school children are corrected with our 
present dental manpower. This situation of the dentist ratio to the population 
in Minnesota as well as the nation at large will get much worse before it gets 
better. Our lay population is increasing and will continue to increase much 
faster than we can graduate new dentists. There will be fewer dentists to 


*Respectively, 

(1) Chief of the Section of Dental Health, Minnesota Department of Health. 

(2) Former Supervisor of Health, Physical, Safety and Recreation Education, 
Department of Education, State of Minnesota, now Managing Director, 
Minnesota Tuberculosis and Health Association. 

(3) Chairman, Committee of Dental Health Education, Minnesota State Dental 

Association, 
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serve more people. This should be clear to the people that they must assume 
more responsibility on their own in an attempt to stem the increase of dental 

diseases. It can be done, but only in accordance with the effort put forth by 
the individual, the family, the school and the community. 


There are four ways of attempting to control tooth decay: 


1. Seeing your dentist regularly for examination and 
service, 


2. Controlling the intake of sweets which act as food es the 
bacteria. 


3. Proper and timely mouth hygiene. Brushing the teeth immediately 
after each time one eats, and * 
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By using fluorides. 


One, two and three require the cooperation and effort of the individual 
and family. Early and regular visits to your dentist will save you both money 
and teeth. Studies have established the fact that tooth decay can be greatly 
reduced by controlling the diet. The control of excessive intake of sweets 

and the less frequent use of sweets will help to control tooth decay. Proper 
and timely brushing of the teeth or good mouth hygiene is another individual 
approach, The benefits derived depend upon the individual's effortss- Keeping 
the mouth clean removes the food particles which act as food to the bacteria. 
When a toothbrush is not present, rinsing the mouth with water will help. It's 
not the food one swallows that causes tooth decay, but that debris which 
remains around teeth waiting to be consumed by the bacteria. Keep your teeth 
clean and you will have less tooth decay. 


The third step in practicing good preventive measures for good dental 
health is the use of fluorides. The ingestion of waters at approximately 
1 part per million in the daily drinking water during the formative period of 
the permanent teeth will reduce the possibility of tooth decay approximately 
60 to 70 per cent. The adoption of this measure on a community basis requires 
understanding and education of the total population. The school must assume 
an educational approach to this measure, providing the factual information to 
the students of the secondary level, to the teachers and parents 80 that the 
individuals are better equipped to judge for themselves. 


This all leads to the purpose of this paper: practice your dental health 
teachings in 1958. It is to give a report on a follow-up questionnaire on 

the sale of candy and soft drinks in the schools of Minnesota. The follow-up 
Survey was sent out to some 1,498 superintendents of public schools and 
principals of parochial schools during January, 1958. The results obtained 
from this survey will be compared to the findings of a similar survey sent out 
to 961 superintendents of public schools and pemenpeee of —— schools 
in the fall of 1949, 


1949 Survey 


Ten years ago or more the dental profession was quite concerned regarding 
the practice of making candy and pop accessible to students in schools at all 
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times. A study was planned to determine the extent of this practice so the first 
questionnaire was sent out to the school officials in April of 1949. This study 
was jointly sponsored by the Minnesota State Dental Association, the Minnesota 
Department of Health and the Minnesota Department of Education. A total of 

730 returns was received by the Section of Dental Health in the Minnesota Depart- 
ment of Health, This was 76 per cent of the 961 questionnaires sent out. The 
original study was published in the North-West Dentistry, October 1949,2 and 
showed that 17.8 per cent of the schools reporting had soft drink dispensers 

in the schools for easy access to the students at all times. Over 63 per cent 

of these schools were selling candies and soft drinks within the school. 


The questionnaire also inquired as to who sponsored these projects in 
school, and how the profits were used. This question revealed that the greater 
share of the sponsoring groups were the local P.T.A.’s. The profits were used 
to buy football equipment, band uniforms and sometimes to support the school 
cafeteria. There were a few other places where the money was used in a few 
individual school systems, to buy library books or to purchase a phonograph. 


An educational program was launched to inform the schools and the P.T.A.‘s 
that this practice was robbing school children of good dental health to the 
benefit of football, band and other activities. This practice also interfered 
with their proper nutrition. Students were in the habit of eating candy bars 
and drinking pop for their noon lunches in preference to a nutritionally sound 
school lunch. The National Workshop of State School Lunch Supervisors and 
Directors passed the following resolution November 17, 1953, at Concord, 

Massachusetts: 


“We commend the American Medical Association, the American Dental 
Association, the National Congress of Parents and Teachers and other 
groups that have condemned the sale of soft drinks, confections and other 
knickknacks (such as pretzels, potato chips and cookies) in schools. 


"We recommend that the state school food service associations and 
other groups concerned with child health and education continue to take 
appropriate actions aimed at complete elimination of such sales in school 

_lunch departments and on school premises during regular school hours. 


"We further recommend that those items not be exhibited at school 
or school food service meetings." 


As a further result of the study in 1949 the Council on Foods and Nutrition 
of the American Medical Association authorized publication of the following: 


-CARBONATED BEVERAGE DISPENSING MACHINES IN SCHOOL BUILDINGS 


"The Council believes that one of the valuable functions of a school lunch 
program is to provide training in sound food hecits. Of considerable signif- 
icance in the adoption of such a program is the sale of food, confections or 
drinks on the school premises; opportunities to purchase food and drink at 
non-luncheon concessions bear directly on the food habits established in the 


I 


| 
| 
| 
| 
| 
| 
| 


er 


25. 


child. School children generally have a limited sum of money for the purchase 
of their daily lunch. If a portion of this money is spent on substances of 

_ Limited nutritional value, the value of the lunch which a child may obtain | 

' with the remaining money obviously is reduced. The availability of carbonated 
beverages on school premises may induce a child to spend lunch money for these 
and allow him to develop poor dietary habits. This is especially true for the 
younger children. Expenditure for carbonated beverages yields a nutritional 
return much inferior to that from a similar sum spent for milk or other staple 
foodstuff. Furthermore, when given a choice between carbonated beverages and 
milk to accompany a meal, a child may frequently choose the less nutritious 
beverage. In view of these facts, the Council believes that carbonated beverages 

should not be sold on school premises.‘ 


Today the Congress of Parents and Teachers has likewise taken steps to help 
practice our teachings in dental health. This organization also recommends that 
the sale of candy and soft drinks within the school during class periods should 
be discontinued in behalf of the child's general and dental health. 


The dental profession has continuously emphasized the value of a good, well 
balanced diet as essential to one's dental health as well as his general health. 
Today less cariogenic appetizing food can be dispensed through coin machines 
that will appeal to the student, such as fresh fruits, fruit juices, white milk, 
popcorn and nuts. When the student arrives home from school he should again be 
provided with non-cariogenic substitutes in preference to the cookie, pie or 
cake that is generally waiting for him. A nice juicy fresh apple is very 
appetizing and tasty. 


These are some of the things that have happened following the 1949. survey. 
The Minnesota Department of Health, the Minnesota State Dental Association with 
the help of the Minnesota Department of Education and the schools of Minnesota 
have conducted a continuous educational program in an effort to present to the 
students and the parents apes dental health practices to be conducted in the 
home and at school. 


1958 QUESTIONNAIRE 


What progress have we made in changing the practice of selling candy and 
soft drinks within the schools of Minnesota? To determine this, a questionnaire 
was sent to some 1,498 superintendents of public schools and principals of 
parochial schools in January 1958. The results of the questionnaire are tab- 
ulated in Table I. 
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TABLE I 
The results of 841 questionnaires on Sale of Soft Drinks and Candies in Schools. 


Percentage 


Number 


Does the policy of your school permit the sale 
of candy or soft drinks in your school building 


66.4 


in any manner? 559 yes 
a. Do you have soft drink or candy dispensers 

available in halls for easy access to students: 

Percentages based on 559 yes. 46 yes 8.2 
be Do you permit special sales of candy during 

class hours? 14 yes 2.5 


Are soft drinks and candy available at or 
during lunch period? . 134 yes 23.9 


d. Are soft drink and candy sales permitted 


only during social hours such as games? 455 yes 81.3 


Do not 
know 


No 


Do you know if the sales of candies and pop 
were conducted in your school during 1949? 244 277 320 


Is your school one of the many that have dis- 
continued this practice since 1949? 152 of 
the 244 say yes. 152 


Fifty-six per cent of the questionnaires sent out were returned (841 out 
of 1,498) for 1958. On the percentage basis the returns in 1949 were better, 
76 per cent or 730 returns from 961 questionnaires sent out. Table I shows 
that out of the 841 returns 66 per cent of the schools permit the sale of candy 
or soft drinks in their schools in some manner. The 1949 returns showed 

63.7 per cent of the schools permitted sale of such commodities. This would 
indicate a slight increase. Further interpretation of the returns, however, 
will show that 455 of 559 schools or 81 per cent, which permit sales of con- 
fection and soft drinks, restrict this practice to social events such as 
athletic games only. This is an improvement. Many schools that sell confec- 
tions and pop at sport activities feel that a large share of its consumption 

is by the adults in attendance. This certainly would have a bearing on any 
figures used in attempting to determine the amount consumed by students within 
the school buildings. 
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Of the 559 schools reporting a policy allowing the sale of candy and soft 
drinks in the school building, only 8.2 per cent state they have dispensers 
available in the halls for easy access to such commodities. This is approximately 
a 70 per cent reduction in this practice when comparing the 130 out of 730 that 
conducted this practice in 1949 to the 46 out of 841 returns in 1958. THIS IS 

AN IMPROVEMENT. 


According to Table I approximately 24 per cent of the schools still make 
candy and soft drinks available at or during the school lunch period. In this 
area improvement needs to be made. This practice is frowned on by the medical 
and dental profession as it interferes with the students" proper diet. 


The dental profession does not desire to prevent the student from partici- 
pating in some of these luxuries, but hopes to instill in the student the value 
of tempering the intake of excessive sweets for the benefit of good dental 
health, as well as nutrition. The individual must learn to judge for himself 
and abide by his judgment. The school, as an institution of learning, must help 
the individual in good health practices. The schools can help by substituting 
non-cariogenic snacks for students even in such cases as social events and games. 
Through such practice the student will learn that there are other foods which 
are appetizing, such as fresh fruit and fruit juices and milk, and just as 
appealing to the taste as candies and soft drinks. 


In answer to questions 2 and 3 of Table I consideration must be given to 
the fact that superintendents do move about from community to community. This 
may be a reason why 320 schools did not know what the practice of the school 
was in 1949, Two hundred and forty four of the 841 returns stated that their 
school did permit the sale of candy and pop in the school in 1949, Of this 
number 152 have discontinued the practice. This means that 62 per cent of 
these schools have changed their policy in order to help practice their dental 
health teachings within the institution of learning. This is progress. 


Cost of School Sweets 


An attempt was made to obtain sufficient information as to the actual amount 
of money entailed in the practice of selling candies and soft drinks in schools. 
Because of the changing policies adopted relative to such practices and because 
adults have access to the sale of such commodities at games a comparison to 

the 1949 returns would not be accurate. Some 266 schools reported the actual 
amounts of sales for 1958 which totaled $67,359.50. A break down of this 

amount shows 175 schools selling both candy and pop for a total income of 
$45,758.00, 50 schools reported sale of soft drinks only with an income of 
$10,592.00 and 41 schools reported the sale of candy only for an income of 
$11,010.00. There are an additional 48 schools who reported a total sale of 
approximately 17,399 bottles of pop per month and 29,013 candy bars per month 

but no cost reported. 


In the 1949 report the Parents and Teachers Association was largely respons- 
ible for such programs in the schools in an effort to make some money to buy 
football or band uniforms or occasionally some equipment for the cafeteria. 

The 1958 returns show a definite change in the sponsoring of such programs, Not 
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once was the Parents and Teachers Association mentioned as a sponsoring 
group. But. the change is not for the best. Today it is found that 
these programs of selling candy and pop within the schools are largely 
sponsored by Student Councils, Junior or Senior Classes, School Clubs, 
Lettermen Clubs, and Athletic Activities, When asked for what are the profits 
used, the vague answer was for projects. Some of the other groups mentioned 
that sponsored such programs were Future Farmers of America, Tri-Hi, Y-Teen, 
Coach, Women's Association of College, Science and Hobby, School Publication, 
Principal, Board of Education mentioned twice, teachers or faculty mentioned 
three times, Journalism Department and bands. Again it is evident that health 
education must. be re-emphasized with a slight change of direction. Apparently 
the educator, in too many instances, places too little importance on the value 
of . good dental health and the savirg of teeth, Since there is quite a movement 
at. the present time to revamp the educational program of our future citizens, 
it might be the time to improve the health training of our potential teachers 
in the colleges. A teacher with a good background in health training will 
naturally do a better job of health teaching in her classroom. She can be 
expected to practice her teachings in her classroom and direct her students 

to do likewise. 


Schoolmen’s Comments 


As a whole the superintendents and principals are strongly in favor of the 
elimination of the sale of candies and pops within schools as a means of 
practicing our health teachings. There is also a strong feeling in favor of 
sales of confections as a lesser of two evils, mainly to keep the children on 
the school grounds and thus eliminate the crossing of busy streets and highways 
and as some put it, molesting the merchants to secure the confection they want. 
This reasoning is not very strong. If our children’s teeth are being attacked 
across the street in the neighborhood store, does that justify the schools in 
providing that same source to poor dental health within the school building? 
The educator should do such a good job of teaching that the student will under- 
stand why sweets are detrimental to his dental health and what he should do 
about it. Im addition he should not be tempted to violate these teachings by 
having candy and soft drinks readily available to him in the school. 


Many schools have been successful in prohibiting students from leaving 
school grounds during lunch hour and providing satisfactory lunches with sub- 
stitutions for the desired confections. One school relates what can be done 
as follows: . 


‘When we. entered the special milk program in 1954, we ruled out all soft 
drinks since milk was made available to the children at a reasonable cost. Up 
to that time many youngsters brought pop with their lunch. Ruling out pop 
came.as.a “severe blow" since at that time only 30-40 of our 250 children took 
milk. Now no one ever mentions wanting to bring soft drinks and we get between 
140-150 cartons of milk each day and they love it.” 


: Another school says, "We feel that while pop and candy may be detrimental, 
popcorn, apples and milk are healthy and profitable. Delicious apples are 
sold in large quantities.” . 
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The machine age has made it too easy for our children to obtain the un- 
desirable. This applies to commodities other than just candy and soft drinks. 
Several of the school superintendents are concerned regarding the easy access 
to cigarette dispensers. — Although it is against the law for children to pur- — 
chase cigarettes, the dispenser has made it too easy for anyone to put his 
money in the machine and receive his purchase unknown to anyone. 


Conclusions 


The 1958 questionnaire on soft drinks and candy sold in school buildings 
in Minnesota shows that 66 per cent of the schools permit the sale of candy or 
pop on their premises. Of this 66 per cent, however, 81 per cent only allow 

the sale of these confections during social events or games. 


Only 8 per cent of the schools have candy or soft drink dispensers in the 
halls of their schools. Compared to the 1949 questionnaire the !°58 returns 

show a 70 per cent reduction in this practice. This is progress and a definite 
improvement, 


Twenty-four per cent of the schools still provide soft drinks and candy at 
or during the school lunch period. This is disheartening to those interested 
in dental health and nutrition. : 


Since 1949 the Parents and Teachers Association has assumed a more favor- 
able attitude to the restriction of the sale of soft drinks and candy within 
the school building. In fact they now attempt to discontinue this practice as 
poor dental health practice. The Parent-Teacher Association is to be commended 
for this action, 


Wherever the school does permit the sale of such confections in the school 
the sponsoring group has shifted to various student groups. In most cases these 
groups sponsor programs conducted with the sale of candies and soft drinks at 
social events and games. If these programs are worthwhile they eee 
should be subsidized by the local Board of Education. 


The 1958 questionnaire has definitely shown progress in the restriction of 
the sale of candies and soft drinks in the schools of Minnesota. It.also shows 
that continuous effort is needed on the part of everyone in an effort to teach 
the child good dental health habits. It is necessary to continue to practice 

dental health teachings in schools for the best in dental health. 
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EDITORIALS 


WHAT FORM OF FLUORIDE FOR TOPICAL APPLICATLONS? 


One of the questions which frequently comes up when a group of public 
health dentists gets together is: What form of fluoride should we recommend 


for topical applications? Should it be sodium fluoride, sodium silicofluoride, 


stannous fluoride, or lead fluoride? The two most frequently mentioned are 
sodium fluoride (2 per cent) in four applications, and stannous fluoride in 
various percentages and in a various number of applications. To the busy 
public health dentist, the opportunity for critically reviewing the literature 
on this subject rarely presents itself. 


Hence, would it not be wise for an impartial committee to review the 
literature and to arrive at some definitive answers? It is suggested that 
the Committee on Research of the Dental Health Section of the American Public 
Health Association might well take on this chore. This Committee, chaired 
by K. A. Easlick, it is felt, will come up with an objective evaluation -- 
"letting the chips fall where they may." | 


D. F. Se 


FENCE STRADDLING AND HAIR SPLITTING 


In previous issues of the Bulletin the matter of the advisability of the 
A. A. P. He. D. approving (if approval is required) the formation of regional 
groups from among its membership has been discussed. Premised by proponents 
on the sometime difficulty of financing travel expense to annual and semi- 
annual meetings of the parent organization and opposed by others as a 
"splintering" step that will damage that parent body, this writer has “fence 
straddled” by expressing sympathy for those unable to attend annual meetings 
and, at the same time, fearing the effect of regional meetings on the national 
group. We are still sympathetic and still fearful. 


_ From consideration of a similar problem in another group there may, we 
feel, come a hair splitting solution to the situation faced in both organiza- 


tions. 


The exact relationship of the Association of State and Territorial Dental 
Directors to the A. A. P. H. De is open to various opinions. Indeed, that 


relationship might best be depicted by asking the old, old question "Which 


came first - the chicken or the egg." And in any case few will deny that the 
two organizations are "kissin'’-cousins." 
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- Im recent years the A.S.& T.D.D. has met biennially in Washington during 
conferences called and hosted by the U, S. Public Health Service. Based on 
the excellence of these conferences, there have been ~ recently - several sug- 
gestions made relative to them. Among these suggestions have been (1) the 
holding of the conferences (and, consequently, the A.S.& T.D.D. meetings) 
annually and (2) the holding, in the interim years, of meetings regionally; 
that is, one or more U. S. Public Health Service Regions. Regions I, II, and 
III have followed this practice for several years; this year, as not previously, 
Regions Y and VI did likewise; probably other Regions have also held such 
meetings. Both personal experience and reports from others attest the value 
and success of these biennial regional conferences. 


Granting that it is "hair splitting" and of purely psychological purpose, 
may not these biennial regional meetings of directors be the answer to the now 
perennial suggestion facing the A.A.P.H.D.? Such meetings could serve most of 
the purposes for which sectionalized meetings of the A.A.P.H.D. would be called 
and would, we feel, do so without as great likelihood of ries looked upon as 
a substitute for the annual meeting of the A.A.P.H.D. 


_ This suggested sectionalizing of the A.S.& T.D.D. in interim years need 
not, we feel, follow the “closed session” pattern of the Washington biennial 
meeting. Nonedirector personnel and other interested persons could be included 
on the programs or as guests. Indeed, such conferences could turn out to be 
regional A.A.P.HeD. meetings but, nominally at least, they would be "splinters" 
of the A.S.& TeDeDe 


We admit we are still "fence straddling." We wonder if we are splitting 
spl it hairs. 


RE RESIGNATION 


Your Editor tried to resign a few years ago. His reasons were honest ones, 
He felt he had served long enough, that a new face was needed in the editorial 
chair and that the Bulletin would profit by the change. The disinclination of 
the Executive Council to accept those reasons (or was it an inability to secure 
a successor?) plus the Editor's disinclination to see the Bulletin discontinued 
resulted in disapproval of his resignation and in his continuance in the job. 
. 


He still would like to resign. Any support of his desire will be gladly 


- accepted. And to enlist support for his desire he requests that all Bulletin 


readers secure and review a copy of the Proceedings of the 7th Annual Conference 
on Dental Journalism held in Chicago last March. While neither the Bulletin 
nor its Editor were referred to specifically in the Proceedings, the suggested 


‘review will substantiate his claim that a change in the editorship should 


improve the Bulletin. Indeed, it should prove that (1) the Bulletin is not 
such a much of a dental periodical and (2) that it has a poor Editor. 


He = your Editor - is running for office. He would like to be elected 
to the post of “Ex-Editor." Read the Conference Proceedings and be convinced 
you should vote for his election to the office he desires, 
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NOTES and NEWS 


ASSOCIATE EDITOR STRIFFLER REPORTS 


The Western States Dental Directors’ Association met at the Alpine Rose 
Lodge, up in the mountains near Salt Lake City, in June. Every western state 
dental director was present with the exception of Tim Drew from Wyoming, who, 
on doctor's orders, could not go to the 9,000 foot altitude. In addition to 
the dental directors present, several of them brought along members of their 
staffs, Rhea Meyers from New Mexico, Pat Stearns from Idaho, Mary Marshall 
from Washington, all were present. Some of the regional dental consultants 
and their staffs were present also: Fran Walters with Charlie Davis from the 
Denver Regional Office; John Frankel with Jim Miller from the San Francisco 
Regional Office, Also missing from the Conference was Robinson from Hawaii. 
Incidentally, it has been learned that Robinson will be going to take over 
the dental division in Missouri, leaving Hawaii. 


_ Al Trithart has taken over the dental director's job in Montana, leaving 
Tennessee. 


Pat Stearns, Wes Young's hygienist in Idaho, will be returning to school 
this year to complete her degree. 


Toyu Shimizu, the area dental officer from the Albuquerque area office 
of the Division of Indian Health of the Public Health Service, has returned 
from securing his master's at the University of Pittsburgh School of Public . 
Health. 


Gilbert Parfitt, professor of dentistry at the University of Alabama 
School of Dentistry, is working on a periodontal diseases project deep in the 
heart of the Navajo country and stopped by to visit the New Mexico Department 
of Public Health, 


The Divisions of Dental Health of the New Mexico Department of Public 
Health and of the Texas Department of Health got together on their mutual 
border in Clovis to talk shop late in July. Doctor Buckner on John Stone's 
staff is conducting an extensive study of climate in its relation to fluorides. 
Big things will be expected out of Texas as a result of this study. 


The Texas Dental Division has also turned into movie producers and their 
new film tentatively entitled "Sights and Sounds Around the Dental Chair" will 
be looked forward to eagerly. These interstaff meetings can be recommended 
highly; the exchanges of ideas and various na pieteainnie to various problems 
were most worthwhile, 


Wes Young in Idaho is getting a new $20,000 plus mobile dental unit. 
Wes also has a position open for a public health dentist. Any applicants? 
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Zach Stadt, dental director for Contra Costa County, California, is hard 
at work on an NIDR research grant on the efficacy of referral cards. 


Jeep Mehaffey, formerly working in Missouri, has now been employed by the 
Michigan Department of Health as a public health dentist. Jamison, formerly 
on the Michigan staff, has returned to the University of Michigan School of 
Public Health on an epidemiology fellowship. 


Wes' Young and Dave Striffler attended the Surgeon General's Conference 
on Traineeships held in Washington late in July. 


Sid Miller of Alabama, Dave Wallace of Virginia, and Howe of Vermont, have 
all returned to their respective state dental directorships following the 
securing of their MPH. Julia Galbaugh has been added to Sid Miller's staff 
in Alabama as a dental hygienist. 


‘Bill Braye, who just completed his MPH at Harvard, has been assigned as 
Regional Dental Consultant for Public Health Service Regions I and II out of 
the New York office. John Greene, formerly of NIDR, has been attached to 
John Knutson's office in Washington, : 


ILL 


News of the illnesses of Ernest Branch and Chet Tossy has probably been 
widely circulated by this time. But there will be equally widespread interest 
in the fact that both of them are reported as staging "comebacks." The wishes 
of us all are for their early, complete recovery and return to their respective 
duties. 


NEW ZEALANDER NAMED CHIEF DENTAL OFFICER IN W.H.O. 


Dr. Bruce Rice, assistant director of the Division of Dental Hygiene of the 
New Zealand Department of Health, has been appointed chief dental officer in 

the World Health Organization, He will succeed Dr. Carl L. Sebelius, of Nashville, 
who is returning to his former position as dental director of the Tennessee 
Department of Health on Sept. 15. Doctor Sebelius has held the position in- 
Geneva for two years. 
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PUBLIC HEALTH 


Fluoridation of Public Water Supplies and Its Relation to Musculoskeletal 
Diseases, , C. L. Steinberg, D. E. Gardner, F. A. Smith and H. C. Hodge. New 
England J. Med, 258:322-5 (Feb. 13) 1958 (Boston). 


The authors estimated the fluoride content of ash in 18 various bone 
samples obtained at autopsy or through surgical intervention from 14 patients, 
13 of whom had various forms of arthritis, one of whom did not have arthritis, 
but all of whom had ingested fluoridated water for a period ranging from three 
years and five months to four years and seven months, No excessively high 
concentration of fluoride was found in any of these specimens. Fifteen | 
various bone samples obtained from 11 patients with various forms of arthritis 
and from two patients who did not have arthritis, all of whom were residents 
of nonfluoridated water area, were analyzed for fluoride content expressed in 
parts per million of ash. The fluoride concentration value in bone of the 
residents of the area in which the water was not fluoridated and that of the 
residents in the fluoridated water areas were not statistically different. A 
careful review of the roentgenograms of both these groups, along with the bone _ 
fluoride content studies, failed to reveal any relation between various forms _ 
of arthritis and the ingestion of fluoridated water as recommended by health 
authorities. 


VODKA FOR GOOD TEETH 


The following news item from the Chehalis Advocate, Chehalis, Washington, _ 
opens new avenues of "profit from fluoridation.” ~ ee 


Norwood Villager Profits from Town's — 
Fluoridated Water on Exchange Basis 


"Chehalis residents may have missed a chance to make a 
good thing out of their water when they voted against 
fluoridation a couple of years ago. 


"Not so the residents of Norwood Village, where at 
least one family has capitalized on the. situation. 

... Norwood Village, a residential community near Seattle, 

..- is one of the few places in the area having a. 

fluoridated water supply. Residents of nearby towns 
have become so impressed with virtues of fluoridated 
water that they have taken to bringing back bottles of 
the stuff every time they call on friends in Norwood 
Village. The family which has capitalized on this has 
established an exchange rate of five gallons of 
fluoridated water for one fifth of vodka." 
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CORRESPONDENCE TO SECRETARY AYERS 


AMERICAN DENTAL ASSOCIATION | 
222 East Superior St., Chicago 11, 
Illinois 


June 17, 1958 


Dr. Polly Ayers 
American Association of Public Health Dentists 
Box 2591, Jefferson County Dept. of Health 

Birmingham, Alabama 


Dear Dr. Ayers: 


On the form which you sent to my office some time ago you reported that the 
American Association of Public Health Dentists were planning to hold a meet- 
ing on September 13, 1959, in conjunction with the Centennial Session of the 
American Dental Association which will be held in New York September 14-18. 


You indicated that you anticipated an attendance of about 100 persons and 
listed three hotels as your choice: Biltmore, Statler, New Yorker. I have 
conferred with the members of the General Committee on Local Arrangements in 
New York and it was agreed that the Statler Hotel would be a very satisfactory 
place for your meeting. Accordingly, you are being assigned to this hotel 
and this letter is your authority to proceed in making final arrangements as 
soon as possible, 


This assignment does not include a block of sleeping rooms for your members 
as all applications for sleeping accommodations must be handled through the 
A. D. A. Housing Bureau which will open in New York on or about December 1, 
1958, 


Let me know if I can be of any further service to you. 


“Sincerely, 


(Signed) L. M. Cruttenden 


L. M. Cruttenden, D. De S. 
Assistant Secretary 


William A. Fennelly 
Mr. Paul ios Beltz 

Mr, Peter C. Goulding 
Arthur Bushel 
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ST. LOUIS MEETING 


A. P. H. Aw 


A news release from the A. P. H. A. contains the following brief statement 
regarding the program of the Dental Health Section at the annual meeting in 
St. Louis, Mo., October 27-31: 


DENTAL HEALTH--a panel session on group purchase of dental care as seen 
by unions, co-operative groups, welfare agencies, industry, dental societies, 
private insurance companies and health agencies; a session on the dental 
practitioner and X-radiation, including reports on the biological effects of 
Xerays and practical methods for reducing exposure; a discussion on dental 
programs in other countries; reports on developments in treatment of oral 
clefts, and a session on the epidemiology of oral conditions including maloc- 


clusion and periodontal disease. 


RE RADIATION 


As an indication of one approach in dealing with the health hazard of 
radiation the following two letters addressed to dental practitioners of 
Hartford, Connecticut, by Leonard F. Menczer are published. 


COUNCIL 
MANAGER HARTFORD HEALTH DEPARTMENT 


GOVERNMENT 56. COVENTRY STREET, HARTFORD 12, CONN. 


CITY OF HARTFORD 


Dear Doctor: May 10, 1958 


In September, 1957, the Hartford Health Department offered the gunntene of - 
Greater Hartford, free of charge, an aluminum filter and lead diaphragm for 
use in their denial xeray machine... Approximately 3/4's of the dentists of -— 
this area requested and received these items. As you know, both the filter 
and diaphragm reduce the amount of x-radiation rather considerably, and it 
is recommended that every dentist use them. 


The purpose of this correspondence is two-fold: 


1. To urge those men who have not requested these adjuncts 
to do so immediately (we need to know the make and model: 
of your xeray unit(s). 


To urge those of you who are engaged in children’s 
dentistry to purchase a leaderubber apron to be placed 
across the lap of the child when using dental x-rays. 


2. 
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There is no danger of gonadal radiation from dental x-rays for adult patients; 
however, since the distance between the face and the gonadal region is vastly 
less. in the child, it may be desirable for the child-patient to be protected, 
Thass,.of you interested in obtaining the lead-rubber sheeti lease contact 
. It. is available at a very nominal sum, (Such lead-rubber is also 
Tecieabla when x-raying women who are known to be pregnant). | 


To recapitulate an earlier communication to cap ened best ways of reducing xeray 
exposure to your patients are: :. 


1. Place an aluminum filter in your dental ueway 
machine, 


2. Place the lead diaphragm in your dental x-ray 
machine. 


3. Use ultra-fast dental xeray film. 


4. Get the "right" picture the first time. 


REMEMBER, THE LEAD DIAPHRAGM REDUCES THE AREA OF RADIATION ON THE PATIENT®S 
FACE BY APPROXIMATELY 50%. It is necessary when using a lead diaphragm to 
position the pointer cone exactly so that the desired tooth will be visualized 
on the film. Careless positioning of the pointer cone will mean exposing the 
patient and only a partial radiograph. 


I would like to hear from you concerning items one and two above, 


Very sincerely yours, 
s/ 


Leonard F. Menczer, D.D.S. 
Public Health Dentist 


COUNCIL 

MANAGER HARTFORD HEALTH DEPARTMENT 

GOVERNMENT 56 Coventry HARTFORD 12, 
CONN. 

CITY OF HARTFORD 


June 12, 1958 
Dear Doctor: 
A few weeks ago, we suggested a lead-rubber apron for use across the laps 


of your patients while taking dental x-rays. By phone call or letter, you 
indicated you were interested in this apron. 
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This suggestion for using such an apron is based on the fact that the - 
effects of radiation are not reversible and, therefore, any policy for radiation 
health must stand on the side of caution. Such an apron when placed across 
the lap of your patient will protect the gonadal region, which is particularly 


susceptible to radiation, The apron is especially recommended when taking films 
on children, young adults and pregnant women. 


You will recall that in my original correspondence to you, we suggested 
that we would provide these aprons at cost, obtaining them from the Wolf X-Ray 
Products, Inc., New York. 


These are the specifications of the apron: 


Size: 11" x 18" (Cloth-covered on both sides - 
edges bound) 

Color: Light brown 

Thickness of 

Lead: 0.5 mm (recommended by most authorities) 

Cost: $6.00 less 30% 


“Actual Cost 
To You: $4.50 (which includes shipping charges) 


You will be interested in knowing that 45 dentists as of 6/30/58 have 
requested these apronettes. Some have requested two because of multiple offices 


or multiple x-ray units. 


IF YOU WOULD LIKE US TO OBTAIN THIS APRON FOR YOU, PLEASE FILL OUT THE 
ENCLOSED FORM AND RETURN IT WITH YOUR CHECK IN THE ENCLOSED, SELF+ADDRESSED 


ENVELOPE. 
Very sincerely yours, 


s/ 
Leonard F. Menczer, D.D.S. 
Public Health Dentist 


P. S. These apronettes are being provided with a small hook in one corner, 
so that they may be conveniently hung on your dental xeray machine. 
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AST ADDS SUBSTANTIATION 


Fluoridation proponents will value a late report on dental caries experience 
among children aged 7 to 16 years in Newburgh and Kingston, N. Y. Prepared by 
David B. Ast, Louis F. Szwejda and Roberta Wilcox this 15th report on the more — 
than ten year old study in those communities presents data of caries. frequency 
per child and in addition to substantiating evidence of caries incidence reduc- 
tion amon among those using fluoridated water throughout their lifetimes gives con- 
clusive evidence of the caries reduction value of fluoridated water to older 
children, Doctor Ast states he will be glad to send a reprint of the report 

on request. 


MORE CHANGES 


Dr. Gunnar E. Sydow has resigned as Director, Division of Dental Health, 
South Dakota State Department of Health, and is now on assignment with the 
Operation Research Branch of the P. H. S. in Washington, D, C. 


Dr. Gerald Guine has been appointed as part-time director of the West 
Virginia dental health program. 


NEW PROJECT 


The U. S. Public Health Service is inaugurating a study of the dental needs 
of the chronically ill in the Huntington, West Virginia, State Hospital accord- 
ing to Associate Editor Bruce. Doctor Bruce also reports that the Kentucky 
Legislature has passed a bill providing funds for ten annual “Rural Kentucky 
Dental Scholarships." Orchids to Kentucky for this forward looking step in 


dental health, 


THE UNIVERSITY OF CALIFORNIA OFFERS 
RESEARCH AND TEACHING TRAINEESHIPS 


The School of Dentistry, University of California, in San Francisco, insti- 
tuted a Research-Teacher Training program under the direction of Dr. Hermann 
Becks, Professor of Dental Medicine, in 1957, with the financial support of 

the U. S. Public Health Service in Washington. 
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The Program provides facilities and instruction in basic research and the 
principles of biology as they pertain to Dentistry. Three additional train- 
ees will be added this year to the schedule of study. The first step consists 
of training in the fundamentals of animal experimentation, various types of 
operations, autopsies, etc. This is followed by intensive schooling in methods 
of tissue preparation, and a complete study of the gross and histologic results. 
In conjunction with this basic training, the scholars may enroll in courses of 
general and oral histology and pathology for a better understanding of tissue 
reactions as influenced by systemic processes. It also provides a good back- 
ground for a teaching career and advanced scientific investigation as well as 
clinic practice. If the trainee is qualified and wishes to do so, he may take 
work leading to the M.S. and/or Ph.D. degrees. The annual stipend ranges from 
$4,000 to $6,000. This program is not limited to dental students or dentists, 
but is open to graduate and undergraduate students in biochemistry, physiology, 
pathology, medical microbiology, and anatomy. 


Further information may be obtained by writing to Dr. Hermann Becks, 
School of Dentistry, University of California, San Francisco 22. 


WE APPRECIATE 


Indeed we do appreciate the kindness of Harry L. Draker, Assistant 
Director, Bureau of Dental Health, New York State Department of Health, for 
submitting the following item: 


SUCCESS TO THE “LONG-FELT NEED" 


(Reprinted from the English Journal, 
NURSING MIRROR, May 30, 1958) 


Although we always say what we mean, we do not 
invariably mean all that we say; but on this occasion 
it is with no negative reservations that we welcome 
the appearance of a new journal, the Journal of Negative 
Results (J. neg. Res.) and hail it with the freshly 
minted phrase that it "fulfils a long-felt need.” 


Indeed, so much material is awaiting publication 
in this field that the editorial board has adopted a 
strict policy; for the time being, papers are only 
accepted if statistical analysis of the results gives 
PO.9. Later, the editors hope to be able to include 
papers whose results are statistically significant, 
but are otherwise meaningless. 


For the opening number the papers include an essay 
on the negation of negation. We wish the editors well 
in their new venture and hope to assist them with papers 
from time to time. 
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WE WOULD LIKE 


More details from John Chrietzberg and Bill Kroschel relative to report 
on two projects under way in Georgia; namely, the training of public health 
dentists in the utilization of auxiliary dental personnel and, second, a 
dental payment plan in which the public may purchase shares. It is hoped 
more details will be forthcoming in the next Bulletin, 


FILL DENTAL HEALTH POSTS 
IN MONTANA, ARKANSAS, CINCINNATI 


Dr. A. H. Trithart, of Jackson, Tenn., has been named director of the 
Division of Dental Health, Montana State Board of Health. For the past 
13 years, he has been regional dental officer for West Tennessee of the 
Division of Dental Health, Tennessee Department of Public Health. Ina 
second appointment, Dr. Durward R. Collier, of Grenada, Miss., has become 
director of the Division of Dental Hygiene of the Arkansas State Board of 
Health. Doctor Collier holds a master’s degree in public health from the 
University of Michigan. In still another appointment, Dr. Naham C. Cons, 
of New York City, has taken office as ccordinator of dental hygiene services 
for the Cincinnati public schools. The new post was established as the 
result of a survey conducted at the request of the Cincinnati Board of 
Education in cooperation with the Cincinnati Dental Society. 


DALLAS MEETING DATA 


The following letter gives additional facts regarding the Dallas 
meeting of the A. A. P. He. De 


2200 Federal Office Building 
Kansas City, Missouri 
September 2, 1958 


Richard C. Leonard, D.D.S. 

Editor, Bulletin, American Association 
of Public Health Dentists 

c/o Maryland Department of Health 

2411 North Charles Street 

Baltimore, Maryland 


Dear Doctor Leonard: 


The American Association of Public Health Dentists meeting and luncheon 
will be held at the Dallas Hotel November 8, 1958, in the Skyline Terrace Room. 
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Dr. Mervin E. Mergele, Local Arrangements Committee Chairman, informs me that 
Dr. Henry Holle, Commissioner of Health, Texas State Department of Health, will 
be the guest speaker at the luncheon, 


The Scientific Program will consist of one presentation with slides and a panel 
discussion, They are, respectively: 


Community Organization « An Approach to the Selection and. 
Orientation of Effective Leaders for Fluoridation, and 


Dental Health Projects - Promoted Cooperatively by Foundations 
and Local, State and Federal Agencies. 


Sincerely yours, 


(Signed) Charles 


Charles J. Gillooly 
Chairman, Scientific Program Section 


To Charles Gillooly for. ‘the following | items with the foregoing 
letter the Dallas ‘meeting. 


l. Dr. ont Mrs. Charles Henshaw lost their son, Major George C.: Henshaw, :' ams: 
an airplane crash off the coast of Japan, the last of August. 


We extend sincere sympathy to the bereaved parents. Doctor Henshaw is 
state dental director in Iowa. 


Dr. Henry F. Helmholz, 75, internationally known .in the field of pediatrics 
and Mayo Clinic doctor, died August 19 of a heart ailment in Rochester, 
Minn. He served in several national and international posts in connection 
with pediatrics and headed the Mayo Clinic pediatrics section from 1921 to 
1946. He was chief medical consultant for the UN International Children's 
Emergency fund in Europe during 1947 and 1948; chief consultant to the Mid- 
Century White House Conference on Children and Youth in i950, and president 
of the Fifth International Congress of Pediatrics in 1947. Dr. Helmholz 
was one of the leading medical spokesmen on the medical aspects of fluorida- 
tion. A staunch supporter of fluoridation, he will be greatly missed by . 

his many friends in the Public Health Service. . ; 


(Editor's note: A paper, "The Medical Aspects of Fluoridation" by Dr, Helmholz 
was published in the March 1958 Bulletin. 
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HAWALIAN DENTAL SOCIETY REAFFIRMS FLUORIDATION: NAVY, AIR FORCE FLUORIDATE 
PEARL HARBOR. The Hawaii Territorial Dental Society reaffirmed its previous 
endorsement of fluoridation at its recent annual meeting. Almost 60,000 
Navy and Air Force personnel, dependents and civilian employees at Pearl 
Harbor are now drinking fluoridated water. 


NORWEGIAN PARLIAMENT TOLD FLUORIDATION TO START SOON, Closely following 
the Swedish health authority's decision to approve fluoridation, the 
Norwegian Parliament was told by the Minister of Health that the government 


‘is strongly in favor of fluoridation. 


TENNESSEE DENTAL PUBLIC HEALTH HIGHLIGHTS 


Doctor Sebelius Returns 


Dr. Carl L. Sebelius, who has been on leave since July 1, 1956, returned 
September 15 to his former position as director of the Division of Dental 
Health, Tennessee Department of Public Health. Doctor Sebelius has been 
the Chief Dental Officer for the World Health Organizetion and has 
traveled extensively during his over two years of service with WHO, 


Dr. B. F. Gunter, who was acting director during Doctor Sebelius* absence, 
has returned to his position as regional dental offiéer for the Middle 


Tennessee areas 


£4 


Doctor Sebelius’ successor in the WHO is Dr. Bruce Rice, who was assistant 
director of the Division of Dental Hygiene of the New Zealand Department 
of Health. 


- Appropriations for Dental Health and Research 


Appropriations of $7,420,000 for dental health and research programs and 


' $3,700,000 for construction of a building to house the National Institute 


of Dental Research have been made. The appropriations mark a new high for 
dental research grants under the National Institute of Dental Research 
program. The research program now being conducted by the Division of 


Dental Health of the Tennessee Department of Public Health has been granted 


funds for another year’s continued study. 


Fluoridation 


The Public Health Service reports that, as of June 1, a total of 33,516,121 


‘persons in 1,651 communities are drinking fluoridated water. In Tennessee 


there are now 40 places with the fluoride content of the water being 
adjusted to apprcximately one part per million. These 40 water plants 


' serve approximately 850,000 people. Several communities are now in the 
' process of fluoridating their water supplies. 
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New Employees 


Two new employees have been added to the staff lately. Dr.: David C. Morton, 
who served an externship in the Knoxville region, became a full-time dental 
officer with the Division of Dental Health on July 1. Doctor Morton is 
headquartered in Nashville. Mrs. Barbara 0. Rasen, dental hygienist,. 
is working with the research project. im A nibowy «ets 


‘ Instructors at Vanderbilt 


Doctor Sebelius has been reappointed and Doctor Gunter has been appointed 
as instructors in dental health at the Vanderbilt University School of 
Medicine. Doctor Sebelius has held this position for several years. 


DR. JACOB WISAN DIES 


Dr. Jacob M. Wisan, nationally noted authority on public health dentistry 
and Director of Dental Health for the City Health Department, died Saturday, 
October 4, in Woman's Medical College in Philadelphia. He was 62. 


Doctor Wisan was also lecturer in public health dentistry at the Temple 
University Dental School, and at the time of his death was directing a research 
study in periodontal (gum) disease under a grant from the U. S,. Public Health 

Service. 


Since joining the Philadelphia Department of Public Health five years ago, 
he established its program of dental health for children. 


Prior to coming to Philadelphia, he had a distinguished career in public 
health, as Director of Dental Health for New Jersey from 1938 to 1947, Director 
of Dental Health Education for the American Dental Association in Chicago 
during 1948, and Director of the Joseph Samuels Clinic at Rhode Island Hospital 
(Providence, R. I.) in 1949 and 1950, : 


From 1951 to 1953 he was with the Bureau of Dental Health of the Veteran's 
Administration, both at the Brooklyn, N. Y., V. A. Hospital and at the main 
office in Washington, D. C. ey 


He had been a faculty member at Seton Hall College and Rutgers University 
(N. J.) and at Columbia University in New York City. 


_ Doctor Wisan was co-editor of "Dentistry in Public Health,” the standard 
text in its field. oa 


Among his many professional activities, he was a member of the American 
Dental Association, the American Association for Advancement of Sciences, the 
New Jersey Dental Association, the Pennsylvania Dental Society, and the 

Phila. County Dental Society. 
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He was a Diplomate of the American Boards of Dental Public Health, Fellow 
of the American College of Dentists, Fellow of the American Public Health 
Association, and past Chairman of its Dental Health Section; member of the 
Executive Committee of the American Association of Public Health Dentists, and 
Past President of the American Society of Dentistry for Children. 


Dector Wisan was born in Staten Island, N. Y., and received his D, D. S. 
at New York University Dental School. He practiced dentistry for many years 
at Elizabeth, N. J., and received a Master's Degree in Public Health from 
Columbia University. 


He is survived by his wife, Josephine, a son, Richard, of Salt Lake City, 
Utah; a daughter, Mrs. Arthur McKenzie of Mountainside, N. J.3 five grandchildren; 
and two brothers, Oscar, of Staten Island, N. Y.; and Lewis, of Manhasset, N. Y. 
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AMERICAN ASSOCIATION OF PUBLIC HEALTH DENTISTS 


August 1958 
Active Membership List 


Joseph Applebaum William J, Braye, Dental Consultant 
12700 Georgia Avenue Training Branch, Div. of Personnel 
Wheaton, Maryland Public Health Service 

Washington 25, D. C. 


David B, Ast, Director 


Bureau of Dentistry Roy H. Bridger, Dental Director 
New York State Health Department County Health Department 

39 Columbia Street 1534 East West Highway | 
‘Albarty, New York Silver Springs, Maryland 


Hugh M. Averill, Director Harry W. Bruce, Jr. 


Dental Health Program Regional Dental Consultant 

City of Rochester Public Health Service, Region III 
800 Main St. East - Box 879 700 E. Jefferson Street 

Rochester 3, New York Charlottesville, Virginia 


Polly Ayers, Director W. A. Buckner, Dental Consultant 


Bureau of Dental Health Texas State Department of Health 
Jefferson County Department of Health 1303 Berkshire Drive 
Box 2591 Austin, Texas 


Birmingham, Alabama 


Frank A. Bull, Dental Director 


William L. Barnum Wisconsin State Board of Health 
559 Morgan Building State Office Building 
Portland 5, Oregon Madison 2, Wisconsin 


Thomas J. Beare, Dental Officer George A. Bunch, Director 


California State Dept. cf Public Division of Dental Health 
Health South Carolina State Board of Health 
4134 Amaranta Court 501 Wade Hampton Building 
Palo Alto, California Columbia 1, South Carolina 
W. R. Bellinger, Director Arthur Bushel, Director 
Division of Dental Hygiene Bureau of Dentistry 
Kansas State Board of Health New York City Department of Health 
State Office Building - 5th Floor 125 Worth Street 
Topeka, Kansas New York 13, New York 


Philip E. Blackerby, Jr., Director Leon Childers, Chief 


Division of Dentistry Dental Service 

W. K. Kellogg Foundation Pass-a-Grille Regional Office 

250 Champion Street P. O. Box 1437 

Battle Creek, Michigan St. Petersburg, Florida 

Ernest Branch, Director — 
Abram Cohen, Supt. of Dental Services 

Division of Dental Health Philadelphia Board of Public Education 

North Carolina State Health Dept. 269 South 19th Street 

Box 2091 Spruce Medical Center 


Raleigh, North Carolina Philadelphia, Pennsylvania 
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Max Cohen 
361 Main Street 
Malden 48, Massachusetts 


Paul Cook, Chief 

Dental School Health Section 
Louisiana Department of Health 
1436 Dryades Street 

New Orleans 13, Louisiana 


Silas M. Crase 

Division of Dental Health 
State Department of Health 
620 So. 3rd St. 
Louisville, Kentucky 


A. J. Cross, Regional Dental Officer 
Pennsylvania Department of Health 

P. O. Box 101 

Freedom, Pennsylvania 


Re. Dalgleish, Chief 

Bureau of Dental Health 

Utah State Department of Health 
124 State Capitol Bldg. 

Salt Lake City 1, Utah 


Floyd H. DeCamp, Director 
Bureau of Dental Health 
Florida State Board of Health 
P. O. Box 210 

Jacksonville, Florida 


Viron L. Diefenbach 
Asst. Recruitment Officer 
Division of Personnel, PHS 
Washington 25, D. C. 


Robert A. Downs, Director 

Division of Special Health Services 
Colorado Department of Public Health 
1422 Grant Street 

Denver, Colorado 


Harry L. Draker, Assistant Director 
Bureau of Dental Health 

New York State Department of Health 
84 Holland Avenue 

Albany, New York 


T. J. Drew, Director 

Dental Division 

Wyoming Department of Public Health 
Cheyenne, Wyoming 


Clifton O. Dummett, Chief 
Dental Service 
Department of Medicine and Surgery: 
Veterans Administration Hospital | 
Tuskegee, Alabama 


James M. Dunning, Director 
Dental Health Service 
Harvard University 

15 Holyoke Street sia 
Cambridge 38, Massachusetts: 


Kenneth A, Easlick, 
Public Health Dentistry 
School of Dentistry 
University of Michigan 

Ann Arbor, Michigan 


Franklin M. Erlenbach, Chief 

Division of Dental Hygiene 
Connecticut State partes ¢ of Health 
165 Capitol Avenue 

Hartford 16, Connecticut 


George A. Fell 
162 Blue Ridge Avenue 
Warrenton, Virginia 


Vernon J. Forney 
Public Health Service 
USOM APO 676 

New York, Ne Ye 


Bruce Dawson Forsyth 

Regional Dental Consultant ; 
Public Health Service, Region IX 

Dept. of Health, Education, and Welfare 
447 Federal Office Building 
Civic Center 

San Francisco 2, California 


Gene John Franchi 

Dental Consultant 

State Office Building, Room 521 
Springfield, Illinois 


John E. Frank, Dental Officer in Charge 
Gainesville Dental Project, PHS 

901 N. 24th Avenue 

Gainesville, Florida 


John M. Frankel 
250 32nd Avenue 
San Francisco 21, California 
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Rudolph H. Friedrich, Secretary 
Council on Dental Health 
American Dental Association 

222 East Superior Street 
Chicago 11, Illinois 


Maurice J. Friedman, Acting Director 
Division of Dental Health 

Arkansas State Health Department 

523 Waldon Building 

Little Rock, Arkansas 


C. L. Friend, Reg. Dental Consultant 
905 South Johnson 

Box 375 

Carbondale, Illinois 


John T, Fulton 

School of Public Health 
University of North Carolina 
Chapel Hill, North Carolina 


Henry C. Gage 

Denver Public Schools 
677 South Gilpin Street 
Denver 9, Colorado 


Donald J. Galagan, Dental Director 

Assistant Chief 

Division of Dental Public Health 

Dept. of Health, Education, and 
Welfare 

Public Health Service 

Washington 25, D. C. 


E. B. Gernert. 

Director of Dental Health 
Department of Public Health 
240 East Madison Street 
Louisville 2, Kentucky 


Norman Gerrie, Dental Director 

Chief, Division of Dental Public 
Health 

Dept. of Health, Education, and 
Welfare 

Public Health Service 

Washington 25, D. C. 


Charles J. Gillooly 
Regional Dental Consultant 
Public Health Service, Region VI 
2200 State Office Building 
Kansas City 6, Missouri 


Charles W. Gish, Asst. Director 
Division of Dental Health 
Indiana State Board of Health > 
1330 West Michigan Street 
Indianapolis, Indiana 


J. Clark Gleeson, Assistant Chief 
Bureau of Dental Health 

New Jersey State Dept. of Health 
211 East State Street 

Trenton 8, New Jersey 


Louis Goldblatt 
3803 Warrendale Road 
South Euclid, Ohio 


Robert Goodman 

Ingham County Health Department 
2320 Barstow Road 

Lansing, Michigan 


Linwood Grace, Director 

Dental Division 

Pennsylvania Department of Health 
490 South Office Bldg., Box 90 
Harrisburg, Pennsylvania 


H. Roy Gravelle, Director 

Division of Preventive Dentistry 
Oklahoma State Department of Health 
3400 North Eastern 

Oklahoma City 5, Oklahoma 


Allen O. Gruebbel 

Prof. of Dental Economics and Public 
Health 

The University of Kansas City School 
of Dentistry 

1211 West 70th Terrace 

Kansas City 13, Missouri 


Francisca Guerra, Chief 
Bureau of Oral Hygiene 
Departmento de Salud 
San Juan, Puerto Rico 


Gerald R. Guine, Director 

Bureau of Dental Health 

West Virginia Department of Health 
Box 8144 

South Charleston, West Virginia © 


> ow 


B 

Ai 

Pi 

Ri 

3: 

Hi 
Me 

3] 

Ne 

Wi 

2¢ 

4E 

Ja 
| 94 
Ly 

De 

Th 

Na 

H. 

Be 

Ch 

Di 

Tor 

De: 

: Lu: 

Re; 

Bo! 

Sat 


Benjamin F. Gunter D7 Orvis S. Hoag, Deputy Director 


Asst. State Dental Director :“ Division of Dental Health . 
Tennessee State Dept. of Public Health Illinois Department of Public Health 
Cordell Hull Building Springfield, Illinois | 


Nashville, Tennessee 


O. E. Hoffman, Head 


Ross E. Gutman, Supervisor Dental Hygiene Section. 

Dental Health Education > Washington Department of Health 

State Education Department 1503 Smith Tower Building 

Bureau of Health Service 506 Second Avenue ‘ 
Albany, New York Seattle, Washington 


Thomas L. Hagan Frank R. Hopf 
Asst. Chief Dental Officer 745 Fifth Avenue 
Public Health Service New York 22, New York. | 
Room 5038, HEW Building South ol 
3rd and Independence Avenue, S. W. Charles L. Howell, Director 
Washington 25, D. C. Division of Dental Health : 
Indiana State Board of Health 
Harold R. Harlan 1330 West Michigan Street | 
Medical Tower Indianapolis, Indiana 
31 Lincoln Park 
Newark 2, New Jersey John T. Hughes © 
Box 237 
William H. Hartnett Pittsboro, North Carolina 
24 Meade Road i 
Ambler, Pennsylvania Andrew H. Imhoff, Chief 
Division of Dental Health _ 
Robert L. Hass Columbus Department of Health 
Illinois Department of Public Health 897 Lawrence Drive 
48 Galena Blvd. © Columbus 7, Ohio 


Aurora, Illinois 
7 Ray A. Jacobson, Chief’. 


James F. Hawkins — Dental Service 
9422 Longwood Drive Veterans Administration Hospital ° 
Chicago 20, Illinois Fargo, North Dakota 


Lyman D. Heacock, Chief Homer C. Jamison 
Dental Service School of Public Health 


Thayer V. A. Hospital University of Michigan 
Nashville 5, Tennessee j Ann Arbor, Michigan 


H. W. Heinz William A. Jorden, Director 
Beatrice, Nebraska Division of Deiutal Health 
State Health Dephrtinent 


Charles H. Henshaw, Director University Campus 
Division of Dental Hygiene Minneapolis 14, ‘Minnesota 
Iowa State Department of Health 

Des Moines 19, Lowa Samuel D. Karabel 


4801 Locust Street 
Luis Hernandez-Brouzes, Odontologo Dir. Philadelphia 39, Pennsylvania “— 
Region Sanitaria de Aragua - Maracay 
Bolivar Oeste 3 
Santa Cruz Aragua, Venezuela, S. A. 
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Ezra Joseph Kennison, School Dentist 
Melrose Board of Health’ 

158 Summer Street 

Malden 48, Massachusetts 


Alice C. Kinninger, Chief Dentist . 
Los Angeles City School Districts» 
Dental Section 

Health Education and Health Services 
Auxiliary Services Division 

3545 Grayburn Road 

Pasadena, California 


John W. Knutson, Asst. Surg: General 
Chief Dental Officer 

Public Health Service 

Washington, D. C. 


William P. Kroschel 

Regional Dental Consultant 
Public Health Service, Region IV 
50 Seventh Street, N. E. 
Atlanta, Georgia 


Joseph W. Krupicka, Dental Consultant 
Illinois State Dept. of Public Health 
121 - 4th Avenue 

Rock Island, Illinois. 


Rudolph U. Lanclos . 

Director of Dental Health 

Virgin Islands Department of Health 
P. O. Box #57 

St. Thomas, Virgin Islands, U.S.A. 


Robert L. Lathrop, Dental Officer 
Alaska Native Service 
Kotzebue, Alaska 

Frank E. Law 
Division of Dental Public Health ~~ 
Public Health Service 

Dept. of Health, Education & Welfare 
Washington 25, D. C. 


Ernest C. Leatherwood, Jr. 

Sr. Assistant Dental Surgeon, USPHS 

Johns Hopkins School of Hygiene and 
Public Health 

Baltimore, Maryland 


Richard C. Leonard, Chief 

Division of Dental Health : 
Maryland State Department of srorareel 
2411 North Charles Street 
Baltimore 18, Maryland 


James F, Lewis 
Regicnasa Dental Consultant 
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